Introduction Various forms of the managed-care concept have been conceived to reconcile the medical professionalism with necessary cost-cutting measures in health-care provision.
Introduction
During the past 20 years, the medical profession has been subjected to an economizing process. Since initial steps were taken in this new orientation, opinions have been raised and prognoses ventured. The following discussion is an attempt to reflect these opinions and prognoses and to sketch the possible further development of this process.
If we look up managed care as defined by recognized experts, we find a definition that Porter and Teisberg offered at the origin of the managed-care movement: "The original idea of 'managed care' was simple and elegant-a primary care physician close to the patient would ensure that the care delivered was neither too much nor too little, involved appropriate specialists, and reflected the individual patient's needs and values." (Porter and Teisberg 2006) This brief description of the actual service provided by the managed-care concept requires the difficult balance between too much and too little patient care. Monetary aspects cannot be found in this original concept. In his original concept, Porter speaks of a service provided by a physician, which we first postulated with a nearly identical content in 1993 (Porzsolt and Gaus 1993; Porzsolt 1993 ) and referred to as "clinical economics" a year later (Porzsolt 1994) .
This term describes the contribution a physician must make in guiding the health-care system because this contribution cannot be made by an economist. But a doctor's contribution can and should not replace that of an economist. Both components-the description of costs by the economist and the description of the values of healthcare services by a physician-are necessary to successfully direct a health-care system. Hitherto, we have focused our attention on the role of the economist and have failedapart from exceptions-when doctors have attempted to mimic economists.
Options
From the viewpoint of economists, the managed-care movement has been gaining in importance in the health-care system because the successes of profit-making management appeared to confirm the correctness of the concept. Economists believe this success can be confirmed in monetary units and is, therefore, evidence based. However, this concept only appears rarely in the scientific literature; a substantial portion of these papers come from Germany (Glaeske 1999; Kirsten 2001; Wasem and Siebert 1999) .
This development, appraised as positive by economists, is counteracted by growing resignation among physicians. Physicians' traditional freedom of medical decision-making is being distinctly throttled. Economic arguments are forcing increased regulation of medical care by obligatory guidelines. A growing army of control instances that monitor compliance to standards has increased the number of patients being treated according to guidelines. Whether these improvements in the structures or processes of care have also increased the attainment of the desired goals of health-care provision, i.e., more effectively reducing patient complaints or increasing desired survival, could not hitherto be confirmed. What we most probably can expect from structural or procedural improvements is a reduction in avoidable expenses without limiting the outcome quality. Such measures are, however, difficult to implement for several reasons. The time interval between intervention and outcomes in health-care is much longer than in industrial production. The benefit of most preventive programs can be demonstrated only 10-15 years after beginning a successful program. Second, the compliance of patients as well as the interest of scientists and definitely the interest of politicians will have decreased a decade after initiation of a program. So the time interval between intervention and outcome is an inherent and serious problem in health care. The interests of different stakeholders will also be affected when outcomes instead of structures and processes are assessed as these analyses will likely demonstrate that the costs, but not the medical results are different. In summary, we may in the future address primarily outcomes instead of structures and processes, but at the same time we have to manage the problem of long intervals between intervention and outcome. The solution of these two problems ('the problems of the nothing period') requires a system change, and it will probably be economic reasons that will drive this change.
Prognoses
What economists celebrate as progress is considered demoralizing and demotivating, and as a development in the healthcare system accompanied by a loss of physician autonomy by a majority of doctors (Ulmer Papier (2008) of the Bundesärzte-kammer, Federal Medical Council) . This development may appear more dramatic to the doctors than it actually is. Undoubtedly the traditional trusting relationship that has always existed between the family doctor and his/her patient appears to have been sacrificed to the economizing of medicine.
Economized medicine cannot demonstrate this loss of physician professionalism. It is unclear which monetary value should be attributed to a trusting and which to an informative minute of conversation. It is also unclear whether we should orient ourselves to the tariffs of lawyers and tax advisors. Since economized medicine cannot represent this aspect, it is considered to be of little relevance. This attitude, however, violates the scientific principle that missing proof is not the same as no proof or that absence of evidence does not constitute evidence of absence.
These rules suggest that neglecting the trusting relationship between doctor and patient carries a high risk of losing fundamental parts of essential health-care provision. Since intellectuals who are not directly socialized in the provision of health care to patients would not consider the difference between technical and global efficiency (Porzsolt 2008) , i.e., the importance of patient preferences for successful healthcare provision, considering them inapplicable, a scenario is worth discussing.
Imagine that news reached our health-care system that mammography screening and the therapy recommended for breast cancer by our highly developed health management are distinctly less specific than hitherto assumed. Would patients turn to the responsible managers in this situation? Is a manager the suitable partner to test the reliability of the source of information and the validity of the report? Has s/he experienced the socialization that is required to appear as an authentic contact for the patient? We would like to answer in the affirmative, but only under the condition that the necessary attitudes, abilities, and required knowledge are acquired. In other words, if, ideally, medical education and training have been completed, the manager will be in a position to solve the problems confronting him/her. This scenario is not unrealistic, but is taking place right now, in 2008. An increasing number of scientists are asking whether the interpretations that have been deducted from available data concerning mammography screening are justified (Gøtzsche et al. 2006; Kaplan and Porzsolt 2008; Zahl et al. 2008) . The report roused us and highlighted the necessity of thinking critically about the direction that the development of health-care provision has taken. The critical test of a system always occurs during crises, and the actual performance of a system becomes obvious in such crises. We shall see if those affected by changes in health-care provision turn to us doctors. We should be prepared. We should, however, also consider that the demand for health-care services has already changed, and we physicians have not yet perceived this change. Donald Irvine, President of the Royal Society of Medicine, summarized the change in the relationship between the medical profession and the public as follows (Irvine 2001 ): "The relationship between the medical profession and the public is changing, and the professionalism of doctors must evolve accordingly. What has not changed is the fact that the public needs doctors who are knowledgeable and skilled, ethical and committed… As doctors our foremost ethical duty is to serve our patients and the community to the best of our ability. The same duty falls on politicians and managers, even if their ethical codes are a little less well defined. We have to start respecting and understanding each other's values and motives. We may then begin to trust each other."
Patients are beginning to realize that the traditional family doctor, who has taken care of the family for a generation and is aware of all the ups and downs of three generations living under the same roof, will no longer exist in the future.
Further development
We should avoid advocating extreme variants of a professionalized or an economized medicine. The aspects we subsume under these descriptions are listed in Table 1 . The goal of well-balanced and appropriate health-care provision should be a harmonious mixture of components from each of the two extreme forms. The new forms of health-care provision, which are discussed in a recent issue of The New England Journal of Medicine in "Beyond Pay for Performance," are moving in this direction (Rosenthal 2008) .
It is unrealistic to want to achieve the ideal form of professional medicine without taking economic aspects into consideration. From the viewpoint of physicians, however, it is unacceptable to strive for an economized form of medicine without the essential characteristic of professionalism. It was probably no coincidence that the 100 hospitals considered most successful in the USA a few years ago were all headed by medical and not commercial directors. Ideally, these directors should have the qualifications that are required to achieve the real goals of health-care provision.
Conclusion
It is urgently needed to shape our own way of dealing with the situation by actively introducing guidelines (Porzsolt and Heimpel 2001 ) that counteract the "autistic undisciplined behavior in medicine" described by Eugen Bleuler (1919) . This urgency has existed for 15 years, as Geroge Silberman (1993) from the US General Accounting Office wrote in the doctors' album at an international conference concerning "Goals of Palliative Cancer Therapy" (Porzsolt and Tannock 1993) in 1992: "If you (physicians) will not decide on how to decide, we (economists) will." Since we doctors have not really taken up this topic during the past 15 years, Silberman's statement has become reality. Our avoidance of concrete statements is understandable because we first have to reach agreement among ourselves, and nothing is more difficult than just this unifying process. The pressure in the cooker should now be sufficiently high to venture a new attempt.
Colleagues at the Mayo Clinic (West and Shanafelt 2007) suggest directing attention to two factors in the professionalization of medical doctors-personal factors and surrounding factors. Stress, well-being, individual characteristics, and a Under competitive conditions, information cannot be symmetrically distributed between partners because gain is acquired by an asymmetric distribution of information. b In health-care provision it is expected that the physician, but not necessarily the manager, has more information than the patient. The principle of hope would, however, be destroyed if every doctor tried to provide a symmetrical distribution of information for every patient in every situation interpersonal qualities are personal factors. The institutional culture, formal and informal curricula (in this point we have a lot to catch up on in Germany), and the definition of characteristics of the physician's everyday routine are surrounding factors.
Under the title "Time for hard decisions on patient-centered professionalism" Irvine (2004) pointedly describes that patients want doctors who are competent, respected, honest, and who can communicate. Realistically speaking, we are far from fulfilling these expectations. We should consider how determined we are to achieve these goals. If it is really important to us to maintain medical professionalism, we must discuss Irvine's suggestion to make the doctor's license to practice medicine dependent on continuous proof of his/her observation of the principles of medical professionalism. We must also take into consideration that reciprocal appraisal of professionalism is not very easy to put into practice (Arnold 2005) . It would probably be easier to accept a catalogue of undesirable signs indicating a lack of professionalism.
The future could lie in a differentiation of health-care provision that initially allows both forms, that of patient wellbeing and that which has economic gain as a primary goal. If it turns out that the two forms are not considered to be of equal value, the public should decide which of the two is preferable under the aspect of global efficiency (see above).
We must remember that not all aspects of medical professionalism are perceived in the same way in different cultures. Jotkowitz and Glick (2005) impressively demonstrated that the Jewish opinion of medical professionalism coincides with that of Western medicine in the primacy of patient well-being and altruism (love your neighbor as yourself), but has a different standpoint concerning patient autonomy. The Jewish viewpoint affirms forced nourishment of individuals on hunger strikes, which we consider controversial. The Jewish viewpoint also considers the provision of just access to the health-care system as a social duty rather than the duty of physicians.
A sound social consensus cannot be reached if we are not able with the presently available information to document a simple but systematic assessment of the success of health-care services from the viewpoint of both patients and doctors. The effort required is not too great, and the necessary technology is available. What is missing is dissemination of the concept, discussion, and explicit willingness to carry it out.
To implement sustainable new concepts in our educational institutions (Braddock 2004) , it will no longer suffice to reward students' performance with good grades (Shrank 2004) . In a first step we should concretely distinguish the abilities that characterize medical professionalism. This will only succeed if the educational institutions themselves manage to create a climate on their own premises that, aside from the sober, scientifically oriented concept of evidencebased medicine, encourage an informal system in which empathy is expressed and the patients can be given hope (Suchman 2004 ). Other authors call this "higher professionalism" in contrast to basic professionalism (Bryan 2003) .
Finally, in whichever way possible, the achievement of the actual goal-achieving maximal success in health-care provision with minimal expense-must be tested. It is just this demand that characterizes clinical economics, or "Clinecs." Clinecs is, however, only realizable if the criteria of medical professionalism are fulfilled and abilities are attained to enable us to estimate the value of health-care services, including the psychological importance (e.g. placebo effect) of a preventive, diagnostic, or therapeutic measure, to avoid the risk of bankruptcy of one's own practice, and to apply economic criteria to considerations of health-care provision.
We are striving to give interested colleagues a guideline with which they can easily find the necessary information for this qualification. The decision to acquire this knowledge and to apply it must be reached by each individual for him/herself.
